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minimal standards for high quality diagnostic imagingThere has been explosive growth in the use of medical
advanced imaging procedures such as 3-dimensional
mammography, magnetic resonance imaging (MRI), and
especially multislice computed tomography (MSCT)1
over the past few years, particularly in the US. Concerns
have been raised not only by the medical profession,2-4
but also by third party payers,5 federal agencies like the
Congressional Budget Ofﬁce, Government Account-
ability Ofﬁce,6 and Medicare Payment Advisory Com-
mission7 and the general public8 that greater use of
“high-tech” medical diagnostic imaging modalities,
particularly computed tomography (CT), by those with
little or no training in how to safely perform or to
accurately read such procedures leads to inappropriate
use9 and great variability in image quality.10,11 In
general, increased utilization of CT contributes sub-
stantially to overall background radiation detriment12
with medical imaging overall identiﬁed as the primary
drivers for skyrocketing technology-related costs in
medicine.7
In dentistry, the most recent advanced maxillofacial
imaging technology, cone beam computed tomography
(CBCT) has seen rapid adoption into all aspects of
clinical practice by many practitioners over the past
dozen or so years since its introduction. Unlike in
medicine, where the majority of advanced imaging
procedures are performed under the supervision of and
interpreted by board-certiﬁed medical radiologists, in
the US most CBCT scans in dentistry are performed
either in imaging facilities or in-ofﬁce under the
supervision of, or directly by, dental practitioners who,
although experienced, have limited formal training in
oral and maxillofacial radiology (OMR). CBCT tech-
nology will therefore, most likely, become a distributed
diagnostic technology with a high degree of penetrance
in clinical dental practice.
The society representing practitioners in OMR in the
US, the American Academy of Oral and Maxillofacial
Radiology (AAOMR), I believe has embraced the role
as a facilitator of the use of CBCT within the dental
profession. They have become standard setters rather
than turf protectors to ensure practitioners are safe and
effective users of CBCT technology. The AAOMR has
been active in developing general13,14 and speciﬁc
use15,16 guidelines aimed at appropriate use and dose
minimization strategies. However, one area that has
received little attention thus far are the practical clinical
issues involved in performing and interpreting CBCTimaging, such as optimizing and maintaining image
quality and guaranteeing adequate interpretation. One
effort initiated by the AAOMR in conjunction with the
American Dental Association (ADA) has been the
development of various levels of nonevendor-based
certiﬁcation training in CBCT usage for all dental
practitioners. This has been offered at the ADA Annual
Session over the past few years and this year will be
offered, for the ﬁrst time, midyear at ADA headquarters
in Chicago, IL, USA. Another approach aimed at pro-
viding and establishing minimal standards for image
quality, appropriate interpretation, and lower radiation
exposure for patients, is accreditation of CBCT imaging
facilities.
ACCREDITATION OF ADVANCED IMAGING
FACILITIES
As for medical imaging, accreditation of CBCT
imaging facilities is a voluntary process. However, with
an override of a presidential veto on July 15, the House
and Senate passed the Medicare Improvements for
Patients and Providers Act (MIPPA) of 2008. MIPAA
has important ramiﬁcations for maxillofacial imaging in
dentistry in the US for 2 reasons. The ﬁrst is that, as of
January 1, 2012, the Centers for Medicare and
Medicaid Services (CMS) require all nonhospital
facilities that bill for the technical component of an
advanced diagnostic imaging (ADI) service under the
physician fee schedule (Part B) be accredited to receive
reimbursement. ADI services include nuclear medicine,
MRI, positron emission tomography (PET), and CT
examinations. The second is that the bill includes
dentists who use CT or CBCT. Therefore as CBCT is
considered an equivalent imaging modality to MSCT
for CMS reimbursement in the US, accreditation is also
necessary for CBCT facilities. Several private insurance
companies, such as United Healthcare, now also require
facility accreditation for reimbursement. Several states
including California17 and Minnesota18 have adopted
policies requiring CT imaging accreditation in all
practice settings.
There are 3 CMS recognized imaging accreditation
bodies in the US: the American College of Radiology,
the Intersocietal Accreditation Commission (IAC), and
The Joint Commission each of which have established
standards for accreditation. IAC is the only organization
that has developed a separate division, IAC-Dental CT,
with accreditation standards accepted by CMS that are267
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use in dentistry. It is the only accrediting agency jointly
sponsored by dental specialty organizations including
the American Academy of Oral and Maxillofacial
Surgeons (AAOMS) and the AAOMR. The IAC in-
corporated all its diagnostic imaging (vascular testing,
echocardiography, nuclear cardiology, general nuclear
medicine/PET, MRI, and CT) and therapeutic (carotid
stenting and vein) divisions into 1 organization in 2008.
The IAC has more than 12,000 accredited sites
throughout the US and Canada.
IAC Dental CT provides a method for dental prac-
tices to document their commitment to quality through
compliance with nationally accepted minimal standards
considered essential for high quality diagnostic imaging
including (1) radiation safety through dose optimization
and shielding veriﬁcation, (2) image and equipment
quality assurance, and (3) comprehensive radiologic
reporting. The IAC Standards for Dental/Maxillofacial
Computed Tomography (CT) Practice Accreditation
using cone beam technology are available at http://
www.intersocietal.org/dental/standards/IAC_DentalCT_
Standards.pdf. The Standards detail the training and
continuing education required for all staff members
involved in the performance and interpretation of CT.
Documentation of policies and procedures, such as
radiation safety and patient identiﬁcation are closely
evaluated. Quality assurance measures including ac-
ceptance testing, quality control tests with results and
phantom images, an annual physicist survey, preventa-
tive maintenance reports and radiation shielding veriﬁ-
cation, CT protocols, and technical and interpretive
quality assessment policies are each considered impor-
tant elements to the provision of quality patient care.
The application is designed to serve practices as an
educational tool, and comprises 2 steps. First, practices
conduct a detailed self-evaluation using the IAC Dental
CT Standards and complete an online application. The
application requires detailed information on all aspects
of practice operation as well as the submission of 6 case
studies, representing the scope of imaging practice, for
review. The case studies and the interpretive report are
crucial aspects of the evaluation, and are the basis for
judgment of the quality of work that practices perform.
Once the completed online application, supporting do-
cumentation and cases are received by the IAC ofﬁce,
a thorough 12- to 16-week peer review is performed and
presented to the IAC Dental CT Board of Directors to
determine if the dental practice is in substantial com-
pliance with the Standards.
The Standards is a dynamic document and is
reviewed annually by the Board of Directors and
revised as needed. Both the AAOMS and AAOMR
have 2 delegates to the IAC Board of Directors. As
a new component to the accreditation process, onceapproved by the IAC Dental CT Board of Directors,
proposed Standards are posted to the IAC Dental CT
website for a 60-day public comment period. The IAC
speciﬁes the method of submission and date by which
written comments must be received in the IAC ofﬁce.
At the close of the comment period, the IAC Dental CT
Board of Directors will review comments, consider
modiﬁcations as needed, and vote for ﬁnal approval of
the Standards.
The Standards comprise veriﬁcation of 20 minimal
standards, the quality of the images, and report accu-
racy. A Dental or Medical Director must be identiﬁed,
who has completed a residency in a dental specialty that
included advanced radiology or imaging training as part
of the curriculum approved by the ADA Commission
on Dental Accreditation or Board certiﬁed by an ADA-
Recognized Dental Specialty Certifying Board. This
individual must provide documented interpretation of at
least 150 mentored maxillofacial CT examinations and
veriﬁed attendance in at least 20 h of CT training, to
include 3 h of relevant radiation safety instruction.
A Dental or Medical Director may also be “grand-
fathered” by verifying 3 years previous experience in
interpreting CBCT studies, 50 h of continuing dental
education including 15 related to CT training and 3 to
radiation safety instruction and, self-attesting to 150
documented maxillofacial CT examinations. Technical
staff must either be a state licensed dentist or specialty
dentist, a licensed dental hygienist, a dental assistant in
compliance with state dental board regulations, or
a certiﬁed radiologic technologist. Both the Director
and technical staff must document at least 4 h of CBCT
speciﬁc manufacturer training and 3 h of radiation
safety training. Continuing education requirements over
3 years include at least 15 h of ongoing education in
maxillofacial CT, of which 3 h must be related to
radiation safety. The Standards also provide speciﬁc
details on the compulsory elements of CBCT radiologic
reports. Practices must prepare policies and procedures
to include, but not limited to, patient and employee
safety; patient conﬁdentiality; pregnancy screening;
appropriate clinical indication; and quality improve-
ment and equipment quality control measures, such as
radiation shielding veriﬁcation, exposure protocols,
image quality tests, and an annual physicist survey.
Although CBCT imaging is not technically difﬁcult,
established or evolved workﬂow issues, unique to each
dental practice, may interfere with optimal care related
to diagnostic imaging. When a dental practice applies
for accreditation, essentially they are performing
a facility self-assessment of the current processes that
are in place related to patient care, in comparison to the
IAC Standards. Dental practices may not have written
procedures in place or if they do, they may be outdated
or do not address all aspects of quality that are required
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patient care. By conducting a detailed self-evaluation
based on ensuring compliance with the Standards,
participating facilities demonstrate a commitment to
patient care by correcting deﬁciencies and adopting
effective and efﬁcient procedures and practices based
on peer review evaluation. This is the essence of
professionalism in maxillofacial diagnostic imaging. It
is the motivation of the AAOMR’s active participation
and sponsorship of IAC Dental CT.
Many thanks to Ms. Mary Lally MS, RT(R)(MR),
IAC Deputy Chief Executive Ofﬁcer and Director of
Accreditation e MRI/CT/Dental CT/Carotid Stenting
and Ms. Tamara Sloper, Director of Marketing/Com-
munications of the IAC for their valuable contributions
to this editorial.
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